Dear Dr Mishra,

I read with interest your new guidelines on Chronic stable angina.[@bib0005]

I feel one or two things should be added the guidelines.1.The type of chest pain is very important. Just as the ACC guidelines say a chest pain that worsens on emotion or exertion and is relieved at rest is likely to be a cardiac pain. This should be emphasized. The duration of the chest pain is also important. We should emphasize a 1 or 2 s chest pain localized with a finger tip is not a cardiac pain.[@bib0010]2.The second point is -- any new onset angina should be treated with loading with clopidogrel as it acts within 2 h and reduces cardiovascular mortality. So we should include clopidogrel in the guidelines.[@bib0015] When clopidogrel is given as 75 mg daily it takes 5--7 days to achieve optimum platelet inhibition. Both the Cure trial and the PCI-Cure trials have shown that clopidogrel reduces the total cardiovascular mortality significantly.[@bib0020], [@bib0025]3.Statins like atorvastatin should be given at the 40 mg dose.[@bib0030] In STEMI patients loading with statin 80 mg atorvastatin and continuing 40 mg statin(atorvastatin) has been shown to reduce the following inflammatory markers-high sensitivity CRP,BNP and MMP 9 high-sensitivity C-reactive protein (hs-CRP), B-type natriuretic peptide (BNP), and matrix metalloproteinase type 9 (MMP-9) (P \< 0.05). The ejection fraction of these patients also increased better than in those given low dose statins.4.I feel stenting for simple left main coronary artery disease is better than CABG because there is no time delay ([Fig. 1](#fig0005){ref-type="fig"}, [Fig. 2](#fig0010){ref-type="fig"}, [Fig. 3](#fig0015){ref-type="fig"}, [Fig. 4](#fig0020){ref-type="fig"}, [Fig. 5](#fig0025){ref-type="fig"}, [Fig. 6](#fig0030){ref-type="fig"}). I find left main patients sometimes die even before they can go for surgery. So I feel if they have a low syntax score,in India we should recommend early PCI even as a class 1 indication.

We have had numerous patients who survived after left main stenting and did not have repeat events. I would like to show the electrocardiograms and angiographic pictures of one such patient ([Fig. 1](#fig0005){ref-type="fig"}, [Fig. 2](#fig0010){ref-type="fig"}, [Fig. 3](#fig0015){ref-type="fig"}, [Fig. 4](#fig0020){ref-type="fig"}). She had chronic stable angina .She became unstable after 4 h after the angiogram and the stenting was done at ll pm and finished at 1 am ([Fig. 5](#fig0025){ref-type="fig"}, [Fig. 6](#fig0030){ref-type="fig"}). She survived and still comes for follow-up. She did not have adequate finances to send for emergency CABG.

Other wise the guideline is quite adequate.

Thanking you,

![The coronary angiogram of a patient with chronic stable angina. Her age was 47 years. (Proximal left main stenosis of 80%).](gr1){#fig0005}

![Another angiographic view of the same patient.](gr2){#fig0010}

![Her electrocardiogram before angiogram.](gr3){#fig0015}

![Her electrocardiogram 4 h after angiogram showing multiple ST depressions.](gr4){#fig0020}

![Her angiogram after intervention,she was stented with a 4 × 23 Science Prime stent,Post dilatation was done and ostial flaring was also done.](gr5){#fig0025}

![The stent seen after intervention.](gr6){#fig0030}
